Authors have mentioned serratus anterior plane block
(SAPB) for post-thoracotomy analgesia as a 'novel' technique, which is not appropriate. Okmen et al. used continuous SAPB for management of thoracotomy pain [2] . 2. SAPB has also been compared with thoracic epidural analgesia (TEA) and thoracic paravertebral block (TPVB). It was found to be a safe alternative, provides adequate analgesia comparable to TEA [3] and TPVB [4] , and decreases the perioperative opioid consumption. 3. According to the authors, four out of 10 patients (40%) required intravenous fentanyl infusion in spite of continuous SAPB (5-7 ml/h) with 0.125% ropivacaine with fentanyl (1 mcg/h). Considering the severity of postthoracotomy pain, the concentration of ropivacaine infusion was suboptimal. It would have been better controlled if the concentration were ≥ 0.2%. Hence, preemptive use of regional analgesia along with multimodal analgesia and/or additional drain site infiltration would offer better pain management in patients undergoing thoracotomy. 4. Recently, Tulgar et al. [5] described ultrasound-guided single and bi-level erector spinae plane block (ESPB) for postoperative analgesia in thoracotomy. ESPB is a promising regional analgesic technique which can be performed away from the surgical site and provide good analgesia to hemithorax. However, prospective randomised clinical trial comparing with other techniques is warranted.
